Introduction
Polymyositis and dermatomyositis may be asscciated with autoimmune phenomena and with malignancy. The initiating factors are unclear; viral infections have been proposed (Pearson and Bohan, 1977 ) and a few cases have been associated with bacterial and parasitic infections (Naidoo and Chan, 1975; Kegen, Kimball and Christian, 1974 ; Greenlee et al., 1975; Samuels and Rietschel, 1976) . Staphylococcal infection is recognized as causing pyomyositis by direct involvement of skeletal muscle, particularly in the tropics (Levin, Gardner and Waldvogel, 1971) . No The patient was given i.v. fluids and with rehydration the blood urea and urine microscopy returned to normal. Flucloxacillin was given i.v., and prednisolone, 60mg daily was started orally. Within one week the temperature was normal, the patient was able to get out of bed unaided and by 2 weeks she could walk unaided. The peak flow rate was 400 I/min. The ESR was 23 mm/1 hr, the muscle and liver enzymes were normal and the antistaphylococcal antibodies had fallen. The chest Xray changes resolved, and the antibiotics were stopped after 15 days and the steroids halved.
Two weeks later, the neck was again painful. X-rays showed distortion of C4, 5, 6 and tomography suggested osteomyelitis. Anti-staphylococcal antibodies and the ESR were again elevated. Flucloxacillin 250 mg orally and fusidic acid 500 mg thrice daily orally were given for 6 months. Steroid therapy was reduced further to 10 mg on alternate days and stopped after 2 further weeks.
At the end of 6 months she was well. The cervical X-rays had improved, power was normal in all muscle groups, the ESR was 15 mm/1 hr and the anti-staphylococcal antibodies had returned to normal limits. Muscle and liver enzymes remained normal.
After more than 2 years' follow-up there is no evidence of an underlying malignancy nor an autoimmune process.
Discussion
Polymyositis is regarded as an autoimmune inflammatory disease of skeletal muscle, dermatomyositis being a similar condition with skin involvement (Bohan and Peter, 1975) . The initiating factor may be an infection which then initiates a hypersensitivity response which becomes directed at skeletal muscle (Pearson and Bohan, 1977) . In cases associated with malignancy both the myositis and malignancy may be independent effects of a single cause. Alternatively, an immune response directed against tumour cell antigens may cross-react with muscle fibres. Viral infections have been implicated in this process, virus-like particles having been identified on electron microscopy of affected muscles taken from patients with myositis (Chou 1968; BenBassat and Machtey, 1972; Greco, Askenase and Kashgarian, 1977) .
Acute myositis has been associated with influenza (Mejlszenkier et al., 1973; Barton and Chalhub, 1975; Mason and Keller, 1975; Dietzman et al., 1976) and influenza B infections (Mason and Keller, 1975 ). An initial direct toxic effect of the virus has been suggested and a host immune response may then develop, directed against skeletal muscle. A link with Coxsackie B infections is suggested (Travers et al., 1977) and also typhoid fever (Naidoo and Chan, 1975) and toxoplasmosis (Kegen et al., 1974; Greenlee et al., 1975; Samuels and Rietschel, 1976 ). The present case seems to be the first in which staphylococci have been implicated in polymyositis although they cause pyomyositis by direct involvement of striated muscle (Levin et al., 1971) .
The clinical evidence of dermatomyositis was strong with an acute onset of generalized muscle weakness, and tenderness involved particularly the proximal muscles and the neck. The rash was typical of dermatomyositis and there was evidence of joint involvement. There was no evidence of an underlying malignancy.
CPK and hydroxybutyrate phosphokinase concentrations were only mildly elevated but they may be normal in 10% of cases (Pearson and Bohan, 1977 (Mejlszenkier et al., 1973; Barton and Chalhub, 1975; Mason and Keller, 1975; Dietzman et al., 1976) and treatment of the infection in typhoid and toxoplasma polymyositis seems to improve the muscle weakness.
The association of dermatomyositis and staphylococcal infection in this patient raises the possibility (although this is difficult to prove conclusively) that the latter was the cause of the former. Response to anti-staphylococcal treatment alone would have been helpful in this respect but this was not thought to be justifiable. However, there was no relapse as the steroids were withdrawn.
